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Abstract
Background: In 2017, the G20 health ministers convened for the first time to discuss global health and issued a
communiqué outlining their health priorities, as the BRICS and G7 have done for years. As these political clubs hold
considerable political and economic influence, their respective global health agendas may influence both global
health priorities and the priorities of other countries and actors.
Methods: Given the rising salience of global health in global summitry, we analyzed the health ministerial
communiqués issued by the BRICS, G7 and G20 after the SDGs were adopted in 2015. We compared the stated
health priorities of the BRICS, G7 and G20 against one another and against the targets of SDG 3 on health, using a
traffic light system to assess the quality of their commitments.
Results: With regard to the SDG 3 targets, the BRICS, G7 and G20 priorities overlapped in their focus on emergency
preparedness and universal health coverage, but diverged in areas of environmental pollution, mental health, and
maternal and child health. Health issues with considerable associated burdens of disease, including substance use,
road traffic injuries and sexual health, were missing from the agendas of all three political clubs. In terms of SDG 3
principles and ways of working, the BRICS, G7 and G20 varied in their emphasis on human rights, equity and
engagement with non-state actors, but all expressed their explicit commitment to Agenda 2030.
Conclusions: The leadership of BRICS, G7 and G20 on global health is welcome. However, their relatively
narrow focus on the potential impact of ill-health primarily in relation to the economy and trade may not be
sufficiently comprehensive to achieve the Agenda 2030 vision of promoting health equity and leaving no-one
behind. Recommendations for the BRICS, G7 and G20 based on this analysis include: 1) expanding focus to
the neglected SDG 3 health targets; 2) placing greater emphasis on upstream determinants of health; 3)
greater commitment to equity and leaving no-one behind; 4) adopting explicit commitments to rights-based
approaches; and 5) making commitments that are of higher quality and which include time-bound quantitative targets
and clear accountability mechanisms.
Keywords: Global health diplomacy, Soft power, Global health agenda-setting, Sustainable development goals, BRICS,
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Background
The G20 consists of the 20 most powerful economies –
covering 85% of global gross domestic product and
around two thirds of the world’s population, including
over half of the world’s economically poor [1]. Billed as
“a leading forum of the world’s major economies that
seeks to develop global policies to address today’s most
pressing challenges”, meetings of the G20 carry signifi-
cant implications for the direction of economic and de-
velopment policy globally. Following the first ever
discussion of global health by the G20 health ministers
in 2017, Richard Horton of The Lancet concluded that
its ensuing Declaration’s promises were “platitudes” that
lacked “concrete and specific actions” [2]. Global health
scholar Ilona Kickbusch defended the effort, arguing that
a door had been opened to include global health on the
collective agenda of the major world economies [3], and
the WHO emphasized strengthening health diplomacy
through work with the BRICS, G7 and G20 in the Gen-
eral Programme of Work 2019–2023 presented at the
71st World Health Assembly in May 2018 [4] .
The G20 are not alone in their interest in global
health. Members of the G20 also belong to the G7
(Canada, France, Germany, Italy, Japan, the United King-
dom and the United States) and BRICS (Brazil, Russia,
India, China, and South Africa). Since the adoption of
the Sustainable Development Goals (SDGs) in Septem-
ber 2015, both the BRICS and G7 have also made global
health commitments at their heads of states summits
and health ministerial meetings [5, 6]. As the members
of these three political “clubs” [7–9] hold the lion’s share
of global political and economic influence [10–15] as
well as development assistance for health [8, 11, 16–19],
the health issues prioritized by the BRICS, G7 and G20
through global health diplomacy matter. Through a con-
fluence of soft power (defined as persuasion through the
force of ideas, knowledge and cultural values) [9, 11, 20]
and hard power (coercion through political, economic
and military might) [11] combined in mutually reinfor-
cing ways, their expressions can influence the health
agendas (e.g., universal health coverage [UHC]) [11, 21]
and health priorities (e.g., access to essential medicines,
tobacco control) [11, 18, 19, 22] of both ‘recipient’ coun-
tries and other global health actors (i.e., the World Bank,
GAVI Vaccine Alliance) [8, 9, 15, 23, 24](Table 1).
While the inclusion of health in global summitry is
not new, it has gained a prominence that reflects the ris-
ing salience of health on international agendas. Despite
the BRICS, G7 and G20’s financial clout and contribu-
tions to development assistance, scholarly analyses of
the major players influencing the global health agenda
have, to date, largely focused on multilateral and global
health institutions such as the WHO, World Bank,
USAID and others [21, 24–27]. While some have
investigated the influence of financial power groups in-
cluding the BRICS and G7 [5, 28, 29], these analyses
have explored the clubs’ motivations, agenda-setting in
global health governance, individual compliance with
their summit commitments, and contributions to shap-
ing the SDGs [9, 11, 19, 30–32]. Little research has com-
pared and contrasted the BRICS, G7 and G20’s health
priorities, particularly after the adoption of Agenda 2030
in September 2015.
In this review, we briefly explore the recent history of
global health in foreign policy before comparing the
health priorities of the BRICS, G7 and G20 to the health
targets set in the 2030 Agenda for Sustainable Develop-
ment. We use the 2030 Agenda as it represents the glo-
bally agreed blueprint and commitments for all UN
member states, and stated commitments to the Agenda
are, we believe, important to track among those country
groupings (“clubs”) yielding both soft and hard power in
global diplomacy. We analyzed publicly available com-
muniqués from the respective clubs’ meetings of health
ministers. We reviewed only those communications pub-
lished after the adoption of Agenda 2030 in September
2015.
Recent global health diplomacy
Although there is a long history of cooperation between
and among countries on preventing the spread of infec-
tious disease, the period since 2000 has seen a rise in the
efforts of global health diplomacy addressing a range of
health issues. After the adoption of the Millenium De-
velopment Goals (MDGs) [33], AIDS became the first
health issue to be discussed by the UN Security Council
in 2001, including with a focus on peacekeeping and
HIV prevention [34]. In the same year, the pandemic
was the focus of a UN General Assembly special session
(a first for a health issue), where heads of state adopted
the Declaration of Commitments on HIV/AIDS [35].
Following an initiative of foreign affairs ministers from
Brazil, France, Indonesia, Norway, Senegal, South Africa,
and Thailand, who in 2007 called for foreign policy dia-
logue to include health [36], the confluence of global
health and foreign policy was raised in the UN General
Assembly in 2008 where it is now discussed annually
[37]. In 2010 the General Assembly officially adopted a
consensus to call greater attention to health as a critical
policy issue on the international agenda [38]. The fol-
lowing year, the Security Council and General Assembly
discussed HIV again, while the General Assembly subse-
quently included sessions on non-communicable dis-
eases (NCDs), tuberculosis (TB) and universal health
coverage (UHC) on its agenda [39].
While the UN provides a forum for global debate,
smaller clubs of countries have united around specific
health issues which reflect their common interests.
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Health first appeared in a G7 communiqué from the
1979 Tokyo Summit, referencing cooperation to address
malnutrition [40] – see Fig. 1. The G7/G8 made health
commitments for two decades before WHO was first in-
vited to the 2000 Nago Summit and before their health
ministers first met formally in 2006. G7/G8 health min-
isters met again in 2008 and annually from 2015 to
2017. BRICS health ministers first met formally in 2011,
joined by the Executive heads of WHO and UNAIDS;
and have convened annually since 2013. The G20 health
ministers met for the first time in May 2017.
Figure 1 data sources [36, 41, 42]:.
The clubs’ heads of state summit declarations reveal
their highest priorities. The BRICS leaders’ 2017 Xiamen
communiqué stresses enhancing BRICS’ role in global
health governance, improving capacity to combat infec-
tious diseases, and enhancing health systems and finan-
cing [43]. While in the mid-2000s the G7/G8 made
Table 1 Demographic and development assistance characteristics of the BRICS, G7 and G20 member countries
Country Member
of BRICS
Member
of G7
Member
of G20
Percent of global
population (year)
Official Development
Assistance -- % of global
total (year)
Development Assistance for
Health -- % of global total (year)
National level Health
expenditure as % of GDP
Argentina x 0.58% (2017) NA NA NA
Australia x 0.33% (2018) 2.3% (2016) 1.1% (2016) 9.6% (2016)
Brazil x x 2.7% (2018) 0.7% (2010) NA NA
Canada x x 0.49% (2018) 2.8% (2016) 2.6% (2016) 10.6% (2016)
China x x 18.3% (2018) 5.0% (2014) NA NA
France x x 0.88% (2018) 6.7% (2016) 3.4% (2016) 11.0% (2016)
Germany x x 1.1% (2017) 17.3% (2016) 3.9% (2016) 11.3% (2016)
India x x 17.5% (2018) 0.94% (2014) NA NA
Indonesia x 3.4% (2018) NA NA NA
Italy x x 0.78% (2018) 3.5% (2016) 0.7% (2016) 8.9% (2016)
Japan x x 1.7% (2018) 7.3% (2016) 2.3% (2016) 10.9% (2016)
Mexico x 1.6% (2018) NA NA 5.8% (2016)
Republic
of Korea
x 0.68% (2018) 1.6% (2016) 1.1% (2016) 7.7% (2016)
Russian
Federation
x x 1.9% (2018) 0.8% (2015) NA 7.1% (2014)
Saudi
Arabia
x 0.44% (2018) 2.9% (2016) NA 4.7% (2014)
South
Africa
x x 0.75% (2018) 0.02% (2012) NA 8.8% (2014)
Turkey x 1.1% (2018) 4.5% (2016) NA 5.4% (2014)
USA x x 4.3% (2018) 24.1% (2016) 34.0% (2016) 17.2% (2016)
UK x x 0.86% (2018) 12.77% (2016) 10.9% (2016) 9.7% (2016)
European
Union
totals
x 6.9% (2015) 49.8% (2016) NA NA
BRICS, G7 and G20 totals
Global population
% (year)
Global
GDP %
(year)
Official Development Assistance % (year) Development Assistance for Health % (year)
BRICS 41% (2016) 22%
(2016)
7.5% (2010–2015 average) NA
G7 11% (2015) 31%
(2017)
73% (2016) 57.8% (2016)
G20 66% (2017) 80%
(2017)
89.5% (2010–2016 average) NA
NA data not available
Data sources [12, 14, 17, 74–83]:
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numerous health commitments including financial
pledges [6], their 2017 Taormina communiqué features
only one paragraph on health security and emergency
preparedness and makes no quantitative commitments.
The G20’s 2017 Hamburg Leaders’ Declaration devotes
one paragraph to health crises and International Health
Regulations (IHR) implementation, and another to anti-
microbial resistance (AMR) and AMR research and de-
velopment (R&D).
Independent analyses by the University of Toronto
have identified positive compliance among the BRICS,
G7 and G20 with regard to their stated commitments,
though compliance has varied by topic and member [44,
45]. BRICS countries have demonstrated a positive com-
pliance trend, fulfilling their 2014, 2015 and 2016 sum-
mit commitments at rates of 70, 78 and 89% respectively
[46]. From 1996 to 2005, the role of the G7/G8 was de-
scribed as an ‘effective, high-performing’ centre of global
health governance [9], and they exponentially increased
their health deliberations, decisions, and mobilization of
health financing from 2001 to 2005 [9]. Between 1975
and 2009, G7/G8 members complied with commitments
at an average level of 77% [47], while the average com-
pliance score of G20 members with their 2008–2011
summit commitments was approximately 70% [30].
These compliance assessments are critical for external
accountability and documenting what is achieved pursu-
ant to the summits of political clubs [30] – notably, high
compliance has historically translated into health finan-
cing and support to development [9, 46].
Given the general reliability of the clubs’ commitments
in predicting their actions; their collective economic,
political and development assistance power and influ-
ence, and the potential for global health leadership and
impact through a ‘minilateral’ approach1, our study
aimed to compare the BRICS, G7 and G20 health prior-
ities against the health targets of Agenda 2030. Our cen-
tral question was whether these powerful clubs have
fully aligned with the SDG health goal (SDG3) and its
targets (see Table 2), as this will generally indicate trends
in action/resource allocation. Given increasing emphasis
on multi-sectoral action and rights-based approaches to-
wards achieving the SDGs [48–50], we also assessed
each club’s commitment to the principles and ways of
working presented in Agenda 2030.
Methods
We used content analysis to review the health minister-
ial communiqués issued by the political clubs after the
SDGs were adopted at the UN General Assembly of Sep-
tember 2015. These include the BRICS (Delhi, December
2016; Tianjin, July 2017), G7 (Berlin, October 2015;
Kobe, September 2016; Milan, November 2017), and
G20 (Berlin, May 2017) – six communiqués in total. The
first author coded each communiqué one paragraph at a
time, applying deductive codes according to the nine
health targets; four ‘means-of-implementation’ targets;
and seven principles and ways of working for SDG 3 as
set out in Agenda 2030 (Table 2), which formed our
coding framework. The senior author subsequently
Fig. 1 A brief history of global health in recent foreign
policy commitments
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Table 2 Sustainable Development Goal 3 health targets, means-of-implementation targets, and principles and ways of working
under Agenda 2030
SDG 3 Health targets Code definitions
3.1 By 2030, reduce the global maternal mortality ratio to less than 70
per 100,000 live births.
Direct commitment or weak/indirect reference to maternal health or
maternal mortality
3.2 By 2030, end preventable deaths of newborns and children under
5 years of age, with all countries aiming to reduce neonatal mortality
to at least as low as 12 per 1000 live births and under-5 mortality to at
least as low as 25 per 1000 live births.
Direct commitment or weak/indirect reference to child survival
(neonatal or child health or mortality)
3.3 By 2030, end the epidemics of AIDS, tuberculosis, malaria and
neglected tropical diseases and combat hepatitis, water-borne diseases
and other communicable diseases.
Direct commitment or weak/indirect reference to infectious diseases
(HIV/AIDS, tuberculosis, or malaria; neglected tropical diseases; or
hepatitis, water-borne and other communicable diseases)
3.4 By 2030, reduce by one third premature mortality from non-
communicable diseases through prevention and treatment and pro-
mote mental health and well-being.
Direct commitment or weak/indirect reference to non-communicable
diseases or mental health
3.5 Strengthen the prevention and treatment of substance abuse,
including narcotic drug abuse and harmful use of alcohol.
Direct commitment or weak/indirect reference to substance abuse
(narcotic drug abuse or alcohol abuse)
3.6 By 2020, halve the number of global deaths and injuries from road
traffic accidents.
Direct commitment or weak/indirect reference to road traffic injuries
3.7 By 2030, ensure universal access to sexual and reproductive health-
care services, including for family planning, information and education,
and the integration of reproductive health into national strategies and
programmes.
Direct commitment or weak/indirect reference to access to sexual or
reproductive health care services
3.8 Achieve universal health coverage, including financial risk
protection, access to quality essential health-care services and access
to safe, effective, quality and affordable essential medicines and vac-
cines for all.
Direct commitment or weak/indirect reference to universal health
coverage or access to medicines
3.9 By 2030, substantially reduce the number of deaths and illnesses
from hazardous chemicals and air, water and soil pollution and
contamination.
Direct commitment or weak/indirect reference to addressing
environmental pollution or contamination
SDG 3 Means-of-implementation targets
3.a Strengthen the implementation of the WHO Framework
Convention on Tobacco Control in all countries, as appropriate.
Direct commitment or weak/indirect reference to the WHO FCTC or
tobacco restrictions
3.b Support the research and development of vaccines and
medicines for the communicable and non-communicable diseases
that primarily affect developing countries, provide access to afford-
able essential medicines and vaccines, in accordance with the Doha
Declaration on the TRIPS Agreement and Public Health, which af-
firms the right of developing countries to use to the full the provi-
sions in the Agreement on Trade-Related Aspects of Intellectual
Property Rights regarding flexibilities to protect public health, and, in
particular, provide access to medicines for all.
Direct commitment or weak/indirect reference to investment and
support of research & development for diseases of the developing
world; or to access to medicines via TRIPS
3.c Substantially increase health financing and the recruitment,
development, training and retention of the health workforce in
developing countries, especially in least developed countries and
small island developing States.
Direct commitment or weak/indirect reference to health financing or
workforce (increasing health financing or supporting human resources
for health in low & middle-income countries)
3.d Strengthen the capacity of all countries, in particular developing
countries, for early warning, risk reduction and management of
national and global health risks.
Direct commitment or weak/indirect reference to early warning, risk
reduction and management of national & global health risks
SDG 3 Principles
Commitment to the Sustainable Development Goals Explicit commitment to the SDGs
The right to health; rights-based approaches; and human rights Direct commitment or weak/indirect reference to the right to health or
human rights
Leaving no-one behind Explicit reference to leaving no-one behind, or direct commitment or
weak/indirect reference to sexual or ethnic minorities, vulnerable popu-
lations, or refugees, migrants or internally displaced people
Equity/equality Direct commitment or weak/indirect reference to addressing
inequality, gender equality, women’s empowerment, or non-
discrimination
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checked the applied codes, and the first and senior au-
thor discussed any disagreement to ensure consistency
of coding.
Informed by Kirton et al.’s summit commitment refer-
ence manual [51], including its criteria for quality of sum-
mit commitments, definition of commitment, and scoring
methods [52], we compared the clubs’ commitments
against one another and against the Agenda 2030 nine
health targets; four ‘means-of-implementation’ targets;
and seven principles and ways of working for SDG 3. We
issued a green light if a club made a direct reference/com-
mitment to the target in at least one communiqué; an
amber light for weak/indirect references; and a red light if
a club omitted the target entirely from all communiqués.
Results
Commitments of BRICS, G7 & G20 to SDG 3 health and
means of implementation targets
The BRICS health ministers’ communiqués average 1559
words, the G7 communiqués average 3408 words, and
the single G20 communiqué is 3977 words in length;
with each club describing their commitments with simi-
lar specificity. In general, the communiqués do not
speak to individual countries’ priorities, but rather docu-
ment the issues and actions prioritized by the countries
within the clubs as a unified political bloc [53–57] Fig. 2.
SDG 3.1: maternal mortality
BRICS “emphasized the importance of child survival
through progressive reduction in maternal mortality”
[53], while the G7 “will pay particular attention to ma-
ternal, newborn, and child health” and emphasized “con-
text-specific investments in evidence-based interventions
that address the root causes of mortality, morbidity, dis-
crimination and violence” [54]. The G20 did not address
maternal mortality.
SDG 3.2: child survival
BRICS highlighted child survival through “progressive
reduction in neo-natal mortality, infant mortality, and
under-5 mortality with the aim of achieving the unfin-
ished agenda of the Millennium Development Goals and
the relevant SDGs” [56]. The G7 “recognize the import-
ance of addressing childhood malnutrition” [55], but did
not mention child survival. The G20 made no mention
of child health or survival.
SDG 3.3: infectious diseases
BRICS made strong commitments on AIDS, TB and
malaria and referenced the 90–90-90 HIV treatment tar-
gets [56], but did not mention neglected tropical dis-
eases (NTDs) or hepatitis. The G7 asserted “we have
committed to end the epidemics of AIDS, TB, malaria
and NTDs by 2030” [55], highlighted polio eradication
[54], and emphasized water, sanitation and hygiene mea-
sures to combat infectious diseases. The G20 highlighted
drug-resistant TB as a threat; mentioned addressing
NTDs through UHC and infectious diseases through im-
proving sanitation and immunization [58], but did not
make commitments on AIDS, malaria, NTDs or
hepatitis.
SDG 3.4: non-communicable diseases (NCDs) and mental
health
BRICS mentioned strengthening services to combat
NCDs, highlighted the importance of addressing their
risk factors [53], and agreed to make collaborative efforts
“to achieve the target of reduction in premature mortal-
ity due to NCDs by one-third by 2030 as per SDG Target
3.4” [56]. The G7 mentioned preventing deaths and dis-
abilities caused by NCDs through addressing environ-
mental pollution [54], and raised concerns about NCDs
throughout the life course and “their impact on the
quality of life of the elderly” [55]. The G20 acknowl-
edged that strong and resilient health systems are the
basis for the effective prevention and control of non-
communicable and communicable diseases [58].
With regard to mental health, BRICS “agreed to co-
operate for combating mental disorders through a multi-
pronged approach” including a mental health policy, a
life cycle approach, sharing of innovations in mental
health promotion, and exchange of best practices [56],
while the G7 emphasized improving access to mental
health services amongst migrants, refugees, women and
Table 2 Sustainable Development Goal 3 health targets, means-of-implementation targets, and principles and ways of working
under Agenda 2030 (Continued)
SDG 3 Health targets Code definitions
SDG 3 Ways of working
Inter-sectoral collaboration Direct commitment or weak/indirect reference to inter-sectoral collab-
oration or multidisciplinary cooperation
Engagement with non-state actors Direct commitment or weak/indirect reference to working with other
sectors and actors
Addressing the social determinants of health (SDOH) Direct commitment or weak/indirect reference to the social
determinants of health
Data sources [84, 85]
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adolescents [54]. The G20 did not reference mental
health.
SDG 3.5 and SDG 3.6: substance abuse and road traffic
injuries
Neither of these issues was mentioned in any of the
communiqués reviewed.
SDG 3.7: sexual and reproductive health care services
The G7 affirmed that “sustainable and equitable health
systems will better respond to lay a foundation for
achieving UHC, which better prepares health systems to
respond to diverse health challenges, including repro-
ductive health” [55]. Neither BRICS nor G20 mentioned
sexual or reproductive health, and no club mentioned
sexual health.
SDG 3.8: universal health coverage
BRICS recognized that “promoting access to medicines
and vaccines, in particular essential medicines, that are
affordable, safe, efficacious, and of quality, is imperative
for the right of everyone to the enjoyment of the highest
attainable standard of physical and mental health” [56]
and welcomed the recommendations of the UN High
Level Commission on Health Employment and
Economic Growth towards delivering UHC. The G7 ex-
plicitly cited SDG 3.8; reiterated “the importance of
strengthening health systems through each country’s
path towards Universal Health Coverage”; and
emphasized inclusive health services [54]. The G20
highlighted functioning health systems and access to
affordable basic care as essential to global health, ac-
knowledged that “strong and resilient health systems
will contribute to UHC” and welcomed partnerships
towards these goals [58].
Fig. 2 The BRICS, G7 and G20 Health Ministers’ commitments to the targets of SDG 3. BRICS: 6th Health Ministers’ Meeting Communiqué, Delhi,
India, December 2016; 7th Health Ministers’ Meeting Communiqué, Tianjin, China, July 2017. G7: Declaration of the G7 Health Ministers, Berlin,
Germany, Oct 2015; Health Ministers’ Meeting Communiqué, Kobe, Japan, September 2016; Health Ministers’ Meeting Communiqué, Milan, Italy,
November 2017. G20: Health Ministers’ Berlin Declaration, Berlin, Germany, May 2017
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SDG 3.9: environmental pollution and contamination
BRICS mentioned “environmental health” in relation to
cooperation on surveillance workshops [56], but did not
address pollution. The G7 “acknowledge that some
environmental-related factors contribute to health risks”;
asserted “it is crucial to decrease exposure to air pollu-
tion, including by reducing emissions in urban areas”;
and that it “will support inter-sectoral, evidence-based
foresight exercises and policies to reduce drivers of pol-
lution concentrations, and promote innovative solutions”
[54]. The G20 did not mention pollution concerns.
SDG 3 (a): WHO framework convention on tobacco control
(FCTC)
BRICS explicitly referenced the FCTC, and “renewed
their commitment to the Convention, both as a public
health treaty and as a Goal under Agenda 2030 for Sus-
tainable Development.” [56] The G7 mentioned improv-
ing indoor air quality through restrictions on tobacco
smoking [54], but neither the G7 nor G20 referenced
the FCTC.
SDG 3 (b): research and development (R&D) for diseases of
the developing world
BRICS “agreed to jointly promote R&D of drugs, vac-
cines, diagnostics and medical technologies, including
through the creation of a R&D consortium on TB, HIV
and malaria” [53]. BRICS emphasized upholding the
guiding principle of de-linkage between R&D costs and
the price of health products, and “the full use of TRIPS
flexibilities” as well as “protecting policy space against
TRIPS plus provisions and other measures that impede
access to medicines” [56]. The G7 “recognized the role
of R&D in improving health and health systems” [55],
and called to promote resource mobilization towards
R&D. The G20 recognized R&D as necessary for “the
timely availability and development of quality medicines,
vaccines, and diagnostics”; called for coordination in re-
search efforts; emphasized sustainable funding; and
raised concerns that R&D for AMR is insufficient [58].
Neither the G7 nor G20 alluded to TRIPS provisions for
access to medicines.
SDG 3 (c): health financing and workforce
BRICS did not address health financing but committed
to inter-BRICS cooperation “for capacity development of
human resources in public health and clinical medicine.”
[56] The G7 “acknowledge that WHO’s financial and hu-
man resource capacities have to be strengthened” and
called to address health workforce shortages, poor health
financing by countries [54] and developing human re-
sources for health emergencies, but made no concrete
commitments. The G20 “recognize the importance of
sustainable financing for health systems” and support to
developing countries in health system strengthening.
The G20 also encouraged investments towards skilled
health workforces, but emphasized that member states
“should strive to meet health personnel needs with their
own human resources” [58].
SDG 3 (d): early warning, risk reduction and global health
risk management
BRICS recognized the importance of monitoring disease
outbreaks and enhancing “the cooperation of institutions
under the mechanism of Global Outbreak Alert and
Response Network” [53] in light of the IHR. The G7 wel-
comed efforts to “establish standard operating proce-
dures for health and humanitarian system-wide
coordination to respond to global public health emer-
gencies” [55] and called for effective IHR implementa-
tion. The G20 referenced the primary focus of the 2017
German G20 Summit Presidency on mitigating health
emergencies. It thus recognized linkages between disease
outbreaks, AMR and the global economy; called for a
coordinated response, joint international commitments,
and IHR compliance; and emphasized well-trained
personnel to respond to crises [58]. All three clubs em-
phasized AMR in the context of global health risk man-
agement: BRICS “recognized that AMR including in
diseases such as TB and HIV/AIDS, seriously threatens
public health, and economic growth, reiterated to sup-
port the suggestions of United Nations high-level meet-
ing on antimicrobial resistance” [53], while the G7 the
G20 each allocated several paragraphs to the importance
of addressing AMR [54, 57].
Omitted SDG 3 health priorities
SDG targets 3.5 (substance use including narcotics and
alcohol), 3.6 (road traffic injuries and deaths), and 3.7
(sexual and reproductive health) were absent from all
three communiqués, with the exception of the G7 men-
tion of reproductive health. These omissions are signifi-
cant given the high attributable burden of these
conditions to Disability Adjusted Life Years (DALYs),
Years of Life Lost (YLL) and mortality globally. For ex-
ample, road traffic accidents accounted for 3.0% of total
global Disability-Adjusted Life Years (DALYs) - 4.7 times
the total global DALYs for breast cancer - in 2016. These
figures vary widely by country - for example, over 4% of
DALYs are attributable to road accidents in Brazil, China
and South Africa [59].
Commitments of BRICS, G7 & G20 to SDG3 principles and
ways of working (Fig. 3)
Explicit commitment to the SDGs
BRICS “comitted to strengthen intra-BRICS cooper-
ation…to achieve the 2030 Sustainable Development
Agenda” [53]. The G7 asserted “we are fully committed
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to implementing the health-related SDGs” [55]; while
the G20 “reaffirm our commitment to achieve the
health-related goals and targets of the 2030 Agenda for
Sustainable Development” [58].
The right to health; rights-based approaches; and human
rights
BRICS referenced international human rights law and
policy incoherence on access to medicines, but did not
otherwise cite the right to health. The G7 affirmed “the
enjoyment of the highest attainable standard of health is
one of the fundamental rights of every human being”
[60], and highlighted “women’s and adolescents’ rights
related to health and health care” [54]. The G20 men-
tioned “respecting privacy and all other human rights
with regard to all collected health data” [58], but did not
mention rights in other contexts.
Leaving no-one behind
The G7 affirmed that “support for migrants and refugees
should consider their specific needs, leaving no one be-
hind” [54]; and mentioned adolescents, women, immi-
grants, refugees and the elderly as vulnerable groups,
emphasizing that health systems should be responsive to
their specific needs [55]. The G20 emphasized providing
health care “to all and without discrimination” [58] but
neither the G20 nor BRICS referenced leaving no-one
behind or a specific vulnerable group.
Equity/equality
BRICS referenced equity issues in relation to access to
anti-microbials [53]. The G7 stated “we seek to reduce
global inequalities” [54], while the G20 highlighted that
“support to developing countries in strengthening their
health systems… would increase their capacity to reduce
health inequities” [58].
The G7 made several direct appeals to women’s rights
and empowerment, asserting “we commit to respecting,
protecting and fulfilling women’s right to the enjoyment
of the highest attainable standard of physical and mental
health, without discrimination. We will take concrete ac-
tions to strengthen health systems, policies, laws and
programs that support their empowerment.” [54] The
G7 also emphasized promoting women’s equal oppor-
tunities; participation in decision-making processes, and
economic participation. The G7 alone condemned sex-
ual and gender-based violence against women and girls,
and recognized other genders by calling to actively in-
volve men and boys as agents of change [54]. Neither
BRICS nor G20 referenced gender equality.
Inter-sectoral collaboration
The G7 called to promote inter-sectoral coordination to-
wards achieving vector control in the context of health
risks [54] and AMR [60]. BRICS and the G20 did not
reference collaboration between sectors.
Fig. 3 The BRICS, G7 and G20 Health Ministers’ commitments to the principles of SDG 3. BRICS: 6th Health Ministers’ Meeting Communiqué,
Delhi, India, December 2016; 7th Health Ministers’ Meeting Communiqué, Tianjin, China, July 2017. G7: Declaration of the G7 Health Ministers,
Berlin, Germany, Oct 2015; Health Ministers’ Meeting Communiqué, Kobe, Japan, September 2016; Health Ministers’ Meeting Communiqué, Milan,
Italy, November 2017. G20: Health Ministers’ Berlin Declaration, Berlin, Germany, May 2017
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Engagement with non-state actors
BRICS did not mention civil society or the private sec-
tor. The G7 mentioned engaging with “community sec-
tors” and cooperating with the private sector in relation
to health security [54] and addressing AMR [60]. The
G20 acknowledged “the role of the public and private
sectors and civil society” in strengthening health systems
worldwide [58].
Addressing the social determinants of health (SDOH)
BRICS referenced continued research into SDOH as they
relate to the implementation of the FCTC [56]. The G20
reiterated “our determination to take action on SDOH
as reflected in resolution WHA [World Health Assem-
bly] 62.14 ‘Reducing health inequities through action on
the social determinants of health’” [58]. The G7 did not
reference SDOH.
Discussion
The global health leadership of the BRICS, G7 and G20
represents an exercise of soft power, defined as applying
economic and cultural clout to shape the preferences of
other actors [11, 61]. The health issues prioritized by the
major economies of the BRICS, G7 and G20 members
are likely to have influence not only within their own
domestic sphere, but also across other countries and ac-
tors. Given that the G7 collectively contributes approxi-
mately 58% to global development assistance for health
and the G20 contributes approximately 90% to official
development assistance, the positions taken by these pol-
itical clubs potentially impact on the direction of devel-
opment assistance agendas and programmes in the
health sector globally.
The G7 featured the most comprehensive coverage of
the SDG 3 targets and principles, making direct commit-
ments on 17 of 28 areas, and also had the greatest pro-
portion of amber lights [7] representing weak or indirect
references. The G20 had the least comprehensive cover-
age, with 13 of 28 areas omitted entirely. With regard to
the 13 SDG 3 health and means-of-implementation tar-
gets specifically, the BRICS featured the same coverage
of targets as the G7 (12 green lights each), despite
BRICS’ communiqués featuring half as many words as
the G7’s on average.
All three clubs placed considerable weight on health
emergencies and AMR often framing them in terms of
their potential impact on global trade and the economy,
but made fewer commitments on NCDs and environ-
mental pollution despite their major impact on health
and wellbeing around the world, as well as their increas-
ing influence on economic growth and productivity [62–
64]. Each club elevated the salience of UHC in strength-
ening systems to prepare for and respond to disease
outbreaks.
The analysis reveals key differences across the clubs in
terms of priorities. BRICS emphasized their commitment
to the WHO Framework Convention on Tobacco Con-
trol and the full use of TRIPs flexibilities to protect ac-
cess to medicines, in contrast to the G7 and G20 which
did not reference either tobacco control nor TRIPs nor
the agreement’s impact on public health. The G7 expli-
citly highlighted environmental health, human rights
and gender equality issues, all of which were omitted by
BRICS and the G20. The G20 alone made references to
engaging civil society and private sector actors and ad-
dressing SDOH.
The clubs’ collective lack of attention to substance use
and road traffic morbidity and mortality is concerning
due to their significant burden of ill-health and eco-
nomic impact. In 2016, substance use (alcohol and nar-
cotics) disorders accounted for 3.1% of all years lived
with a disability (4.3% among males; 2% among females)
[59] . Current substance use treatment costs are $35bn
annually despite only 16% of problem substance users
receiving necessary treatment [65], and substance use re-
mains overlooked in development dialogues despite its
influence on countries’ progress across Agenda 2030 [65,
66]. In 2016, road traffic injuries accounted for 2.45% of
total deaths (3.4% among males; 1.3% among females),
and were the leading cause of DALYs due to injury [59].
In low- and middle-income countries (LMICs), road
traffic injuries and deaths were estimated to cause eco-
nomic losses of up to 5% of GDP in 2015 [67]. As these
health and economic burdens are considerable, the ex-
clusion of substance use and road traffic injuries repre-
sent a large gap in the health-related commitments of
the BRICS, G7 and G20.
While the BRICS and G7 have recognized the import-
ance of NCDs, it seems none of the clubs prioritise the
epidemic in a proportionate way to its true costs. Over
the period 2011–2025, the global cumulative lost output
associated with the most common NCDs (diabetes, car-
diovascular and respiratory diseases, cancer) is estimated
at over US$ 47 trillion [68]. Given that NCDs are the
leading cause of death and disability globally and that
two thirds of NCD deaths are associated with tobacco
and alcohol use, poor diet and physical inactivity [69],
addressing NCDs and their related social and commer-
cial determinants of health should be a priority for all
actors exerting influence over the global health agenda.
Despite the BRICS, G7 and G20’s commitments to
much of the SDG 3 agenda in their respective communi-
qués, the clubs’ assertions are weak in so far as formulat-
ing tangible obligations or actions. Kirton et al. propose
discreteness, specificity (i.e., measurability), future orien-
tation, ambition, and timeliness as important factors
which inform the quality of commitments [51]. Within
this framework, the BRICS, G7 and G20 score highly if
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unevenly on ambition in that many commitments indi-
cate an aspiration that would move global health from
the status quo, but more often than not use the language
of ‘recognize’, ‘emphasize’ and ‘acknowledge’. The con-
cerns are largely timely in addressing issues of consider-
able urgency (i.e., global health emergencies and AMR).
All three clubs, however, score low on specificity as
many of their commitments are described in language
which does not clearly identify the target of the action
(and in some cases encouraging others to act – e.g., on
raising domestic resources) nor do the communiqués in-
clude concrete measures for reporting or accountability.
The general omission of measurable quantitative tar-
gets across the BRICS, G7 and G20 communiqués is es-
pecially concerning given historical precedents,
particularly with regard to the G7/G8 which made expli-
cit financial commitments during the mid-2000s – com-
mitments which were highly influential in the global
health landscape. For example, the G8’s ability to lever-
age increased funds for specific health targets was illus-
trated through the launch of the Global Fund to Fight
AIDS, Tuberculosis and Malaria over the 2000 and 2001
summits, which raised over US $31bn, and its 2007
summit drew US $60bn in commitments for infectious
diseases [28]. In 2010, the G8 heads of state committed
US $5bn to the Muskoka Initiative on Maternal, New-
born and Child Health [70]. While all three political
clubs have publicly recognized the importance of Sus-
tainable Development Goal 3, none has made quantita-
tive commitments, financial or otherwise, for health in
their communiqués since the adoption of the Agenda
2030 implementation.
Finally, given the clubs’ primary aim of global eco-
nomic governance and enhancing economic growth
within a neoliberal political framework, it is perhaps un-
surprising that equity concerns were not overtly men-
tioned by any political club. Of concern, the general lack
of commitment to action on SDOH within all clubs’
communiqués (with exception of a brief reference from
the G20) raises important questions regarding the
strength of these countries’ commitments to the shared
global health vision of Agenda 2030. The Agenda 2030
targets are interdependent and indivisible, and will not
be achieved without action on SDOH [71] - thus the
broad omission of the SDOH within the communiqués
raises concerns around the potential for effective and
sustainable improvements in population health.
Our paper builds upon prior analyses of the BRICS,
G7 and G20’s roles and performance in global health
governance, including assessment of the quality of these
clubs’ and their respective countries’ motivations for en-
gagement in global health negotiations, their leveraging
of soft power, actions in agenda-setting, and individual
compliance with health commitments [9, 11, 19, 30].
Where analyses have compared the clubs, this has gener-
ally been in relation to health spending patterns within
countries [16], performance of their summits [31], and
compliance to summit commitments [30]. We aimed to
extend these analyses by focusing explicitly on health
communiqués, and assessing these within the context of
the SDGs. Previous work has shown that commitments
from these political clubs generally translate into re-
source allocation within development assistance for
health, thus highlighting the importance of identifying
priority and neglected SDG3 target areas within the
clubs’ communiqués. Our paper has shown clear areas of
divergence between the SDG3 targets and the priorities
identified by these political clubs, and has highlighted
those health areas and underlying principles that have
seemingly been overlooked by the clubs to date.
Given the gaps identified in the BRICS, G7 and G20
commitments with regard to SDG 3, we propose a five-
point agenda that health ministers, their advisors and
health advocates consider in elaborating future commu-
niqués (Table 3).
Limitations
This study features several limitations. We analyzed only
six health ministerial communiqués in total, which for
the G7 and BRICS do not represent the entirety of their
public health communiqués. These 6 health communi-
qués are unlikely to represent the complete health aims,
objectives and strategy for any of the single political in-
stitutions, but the small numbers represent only those
Table 3 Recommendations towards aligning the global health
leadership of the BRICS, G7 and G20 with Agenda 2030 for
Sustainable Development
1. Attend to the neglected SDG 3 health targets
Explicit commitments in the areas of substance use, road traffic accidents
and sexual health are needed to address their associated burdens of ill-
health and to promote leadership in these areas.
2. Place greater emphasis on upstream determinants of health
Greater attention to the social, commercial and environmental
determinants of health as well as the prevention of disease will enhance
progress towards shared goals of sustainable economic development.
3. Ensure commitment to equity and leaving no-one behind
Consider the vulnerable groups and populations who are least likely to
benefit from current forms of economic and development activities, and
push for novel approaches which leave no-one behind.
4. Adopt explicit commitments to rights
Place human rights, including the right to health, at the centre of
commitments as well as place greater emphasis on the right to
participation.
5. Make higher quality commitments which include accountability
mechanisms.
Make time-bound, quantitative and financial commitments to health and
development goals in line with the SDGs, and create accountability mecha-
nisms between member countries within each political club to promote
shared responsibility.
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communiqués issued since Agenda 2030 was signed in
September 2015.
The health ministerial communiqués present each pol-
itical club’s health priorities as a unified political bloc,
but do not disaggregate their priorities by individual
countries within the club, nor individual recipient coun-
tries outside the club. Thus, while these communiqués
represent a strong proxy for the shared global health
aims of the BRICS, G7 and G20 respectively, they do not
permit an analysis of whether the policies and health tar-
gets outlined in the documents reflect the individual
countries’ priorities, and it is possible that the SDG 3
targets which the clubs perceive best prioritized on a
country level may be excluded from their collective
health governance aims. Finally, we have criticized the
health communiqués for failing to commit to the social
determinants agenda. It could be argued that such com-
mitments are made in other sectoral communiqués.
While that might be the case, it is arguably the case that
the health sector would lead on coordination of SDOH
agendas.
Conclusions
There has been a great deal of attention paid to the role
of multilateral, bilateral and private actors in the realm
of global health governance, but less attention has so far
been focused on important political clubs as represented
in the membership of the BRICS, G7, and G20. Our ana-
lysis of communiqués has found that health issues are
included in the agendas of these political blocs. This is
commendable and should provide some hope for the
global health community since the commitments, areas
for cooperation and priorities signaled by their health
communiqués are likely to have wider global health
significance.
The political clubs are largely aligned with the targets
of SDG3 and this is likely to provide further impetus to
achieving Agenda 2030. However, it is of concern that
significant burdens of ill health and their social, eco-
nomic and commercial determinants are neglected by
these economic leaders. A broadening of the clubs’
agendas to reflect the evidence on the global burden of
ill-health, with greater attention to issues of structural
determinants, principles of equity and approaches based
in the recognition and realization of human rights, will
promote the alignment of these clubs’ aims with the
Agenda 2030 vision of health and well-being for all—
which leaves no one behind.
Endnotes
1Minilateralism is described as “the smallest possible
number of countries needed to have the largest possible
impact on solving a particular problem” [72], even if this
raises questions about legitimacy (i.e., whether these
smaller groups of countries constitute legitimate fora
[relative to the UN] for determining health policies and
priorities) [73].
Abbreviations
AIDS: Acquired immunodeficiency syndrome; AMR: Anti-microbial resistance;
DALY: Disability-adjusted life year; FCTC: Framework Convention on Tobacco
Control; IHR: International Health Regulations; NCD: Non-communicable
disease; NTD: Neglected tropical diseases; R&D: Research and development;
SDGs: Sustainable Development Goals; SDOH: Social determinants of health;
UHC: Universal Health Coverage; UNAIDS: United Nations Joint Programme
on HIV/AIDS; WHO: World Health Organization
Acknowledgements
Not applicable.
Authors’ contributions
KB conceptualized the study. All authors contributed to the analysis and
interpretation of data. BM prepared the first draft of the manuscript and the
Figures. KB and SH contributed critical feedback and edits to manuscript
drafts, and all authors approved the final manuscript.
Funding
BM received doctoral funding from a 4 year fellowship from the University
of British Columbia. This funding body had no input into the study design,
collection, analysis, interpretation of data or in writing the manuscript.
Availability of data and materials
The communiqués upon which this analysis and its conclusions are based
are all publicly available from the BRICS, G7 and G20.
Ethics approval and consent to participate
Not applicable.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1Interdisciplinary Studies Graduate Program, University of British Columbia,
270, 2357 Main Mall, H. R. MacMillan Building, Vancouver, BC V6T 1Z4,
Canada. 2Institute for Global Health, University College London, 30 Guilford
Street, London WC1N 1EH, UK. 3Strategic Policy Directions, UNAIDS, Avenue
Appia 20, 1211 Geneva, Switzerland.
Received: 4 October 2018 Accepted: 5 June 2019
References
1. Group of 20. What is the G20? [Internet].
2. Horton R. The G20 and health—platitudes and broken promises. Lancet.
2017;390(10091):214.
3. Kickbusch I. Health diplomacy at the G20—success or failure? – the BMJ
[internet]. BMJ Opin. 2017. https://blogs.bmj.com/bmj/2017/07/20/ilona-
kickbusch-health-diplomacy-at-the-g20-success-or-failure/.
4. World Health Organization. SEVENTY-FIRST WORLD HEALTH ASSEMBLY A71/
4 provisional agenda item draft thirteenth general programme of work,
2019–2023 - report by the director general [internet]. Geneva: World Health
Organization; 2018.
5. Kickbusch I. BRICS’ contributions to the global health agenda. Bull World
Health Organ. 2014;92(6):463–4.
6. Group of 8. Chair’s Summary - G8 Summit 2007 Heiligendamm. 2007.
7. G7 Information Centre. What are the G7 and the G8? [internet]. 2016.
McBride et al. BMC Public Health          (2019) 19:815 Page 12 of 14
8. Kickbusch I, Kökény M. Global health diplomacy: five years on. Bull World
Health Organ [Internet. 2013;91(3):159–159A.
9. Kirton J, Mannell J. The G8 and Global Health Governance [Internet].
10. The Economic Times. India, China influencing pattern & scope of
international trade: WTO. The Economic Times [Internet]. 2012
11. Lee K, Gómez E. Brazil’s ascendance: the soft power role of Global Health
diplomacy. Eur Bus Rev. 2011;10:61–4.
12. O’Donnell D. G7 in figures - summit of the G7 states in Elmau 2015
[internet]. Wiesbaden: Federal Statistics Office of Germany; 2015.
13. Nayyar D. BRICS, developing countries and global governance. Third World
Q [Internet. 2016;37(4):575–91.
14. Federal Statistical Office of Germany. G20 in Figures - Summit of the G20
states in Hamburg 2017 [Internet]. 2017.
15. Dubey N, Harris C, Humphrey B, Mehra C, Pawson D, Payne J, et al. Shifting
paradigm: how the BRICS are reshaping Global Health and development
[internet]. New Delhi: Global Health Strategies Initiatives; 2012.
16. Jakovljevic MM. Comparison of historical medical spending patterns among
the BRICS and G7. J Med Econ. 2016;19(1):70–6.
17. International Health Metrics and Evaluation. Financing Global Health | IHME
Viz hub [internet]. 2016.
18. Sakamoto H, Ezoe S, Hara K, Hinoshita E, Sekitani Y, Abe K, et al. The G7
presidency and universal health coverage, Japan’s contribution. Bull World
Health Organ. 2018;96(5):355–9.
19. Watt NF, Gomez EJ, McKee M. Global health in foreign policy--and foreign policy
in health? Evidence from the BRICS. Health Policy Plan. 2014;29(6):763–73.
20. Chattu VK. The rise of global health diplomacy: an interdisciplinary concept linking
health and international relations. Indian J Public Health. 2017;61(2):134–6. https://
www.ncbi.nlm.nih.gov/pubmed/28721965.
21. Sridhar D, Edge J, Jahn A, Brolan CE, Gostin L, McKee M, et al. Governance
and financing of global public health: the Post-2015 agenda. Brown J World
Aff. 2013;20(1):69–86.
22. Lee K, Chagas LC, Novotny TE. Brazil and the framework convention on
tobacco control: global health diplomacy as soft power. PLoS Med. 2010;
7(4):e1000232.
23. Foch A. Explaining the G7 and G10’s influence on World Bank decisions: the
role of formal and informal rules of governance [internet].
24. Clinton C, Sridhar D. WHO pays for cooperation in global health? A
comparative analysis of WHO, the World Bank, the Global Fund to fight HIV/
AIDS, tuberculosis and malaria, and Gavi, the vaccine Alliance. Lancet. 2017
Jul 15;390(10091):324–32.
25. Fitzmaurice AG, Mahar M, Moriarty LF, Bartee M, Hirai M, Li W, et al.
Contributions of the US Centers for Disease Control and Prevention in
implementing the Global Health security agenda in 17 partner countries.
Emerg Infect Dis. 2017;23(13).
26. Birn A. Philanthrocapitalism , past and present: the Rockefeller Foundation,
the Gates Foundation, and the setting (s) of the international/global health
agenda. Hypothesis. 2014;12(1):1–27.
27. Harman S. The Bill and Melinda Gates Foundation and legitimacy in global
health governance. Glob Gov. 2016;22(3):349–68.
28. Yamey G, Campe S, Fewer S. Germany, the G7, and global health. BMJ.
2015;350:h1210.
29. Kirton J, Knight A, Hospedales CJ. Implementing global summit
commitments on health [internet]; 2018.
30. Bracht C. Comparison of G20 compliance scores, 2008–2012 [internet].
Toronto: G20 information Centre; 2013.
31. Kirton J, Larionova M. The G8-G20 relationship in global governance
[internet]. Toronto: Routledge; 2015.
32. Constantine J, Pontual M. Understanding the rising powers’ contribution to
the sustainable development goals. IDS Rapid Response Brief. 2015.
33. WHO. Millennium Development Goals (MDGs). Geneva: WHO; 2015.
34. United Nations Security Council. SECURITY COUNCIL RESOLUTIONS - 2001
[Internet]. 2001.
35. United Nations. Resolution adopted by the general Assembly - declaration
of commitment of HIV/AIDS [internet], vol. 15751; 2001.
36. Amorim C, Douste-Blazy P, Wirayuda H, Gahr Støre J, Tidiane Gadio C,
Dlamini-Zuma N, et al. Oslo ministerial declaration-global health: a pressing
foreign policy issue of our time. Lancet. 2007;369(9570):1373–8.
37. United Nations. Resolution adopted by the general Assembly on 26
November 2008 - Global Health and foreign policy [internet]. 2009.
38. United Nations. General Assembly adopts consensus text on ‘Global Health
and foreign policy’, acknowledging need to make world health-care system
more coherent, effective | meetings coverage and press releases [internet].
Geneva: United Nations Press; 2010.
39. United Nations. Resolution adopted by the General Assembly on 12
December 2012 - Global Health and Foreign Policy [Internet]. 2013.
40. G7. G7 Economic Summit, Tokyo, 1979 - declaration [internet]. Toronto:
University of Toronto G7 summit information Centre; 2007.
41. Kirton J, Bracht C. Germany ’ s G8 health performance. 2012;(10):1–8.
42. Kirton J. The G20 discovers Global Health at Brisbane [internet]. Toronto: G20
Research Group; 2014.
43. BRICS. 2017 BRICS Leaders Xiamen Declaration [Internet]. Toronto: BRICS
Information Centre - University of Toronto; 2017.
44. Von FGM, Daniels JP. Policy undertakings by the seven “summit” countries:
ascertaining the degree of compliance. Carn-Roch Conf Ser Public Policy.
1991;35:267–308.
45. Kokotsis E. Keeping international commitments : compliance, credibility, and
the G7, 1988–1995 [internet]. Toronto: Garland Pub; 1999. p. 349.
46. BRICS Research Group. 2016 Goa summit compliance report [internet].
Toronto: BRICS Research Group; 2017.
47. Kirton J, Guebert J. Health accountability: the G8’s compliance record from
1975 to 2009 [internet]. Toronto: G20 Research Group; 2009.
48. GBD 2016 SDG Collaborators N, Barber RM, Abajobir AA, Abate KH, Abbafati
C, Abbas KM, et al. Measuring progress and projecting attainment on the
basis of past trends of the health-related sustainable development goals in
188 countries: an analysis from the global burden of disease study 2016.
Lancet. 2017;390(10100):1423–59 (London, England) [Internet].
49. Rasanathan K, Bennett S, Atkins V, Beschel R, Carrasquilla G, Charles J, et al.
Governing multisectoral action for health in low- and middle-income
countries. PLoS Med. 2017 Apr;14(4):e1002285.
50. Sidibé M, Nygren-Krug H, McBride B, Buse K. The future of global
governance for health: rights at the Center of Sustainable Development. In:
Meier BM, Gostin L, editors. Human rights in global health : rights-based
governance for a globalizing world. Oxford: Oxford University Press; 2018.
51. Kirton J, Kokotsis E, Guebert H, Bracht C. Reference manual for summit commitment
and compliance coding [internet]. Toronto: G20 Research Group; 2014.
52. G7 Information Centre. Analytical studies: background on compliance
assessment [internet]. Toronto: G7 Information Centre; 2007.
53. BRICS. Tianjin communique of BRICS health ministers meeting [internet].
Tianjin: BRICS; 2017.
54. G7. G7 Milan health ministers’ communique [internet]. Milan: Group of 7; 2017.
55. G7. Kobe Communiqué - G7 health ministers’ meeting [internet]. In: G7
information Centre - University of Toronto; 2016.
56. BRICS. 2016 BRICS Health Ministers’ Meet Delhi Communiqué [Internet].
New Delhi: BRICS Information Centre - University of Toronto; 2016.
57. Group of 20. Berlin Declaration of the G20 Health Ministers; 2017. p. 1–7.
58. G20 Health Ministers. Berlin declaration of the G20 health ministers
[internet]. Toronto: G20 information Centre - University of Toronto; 2017.
59. Institute for Health Metrics and Evaluation. GBD Compare | IHME Viz Hub
[Internet]. 2016.
60. G7 Gesundheitsministertreffen. Declaration of the G7 Health Ministers 8–9
October 2015 in Berlin; 2015. p. 1–10.
61. Cambridge Dictionary. Soft Power [Internet]. 2018.
62. Maher D, Ford N, Unwin N. Priorities for developing countries in the global
response to non-communicable diseases. Glob Health. 2012 Jun 11;8(1):14.
63. Magnusson RS, Patterson D. The role of law and governance reform in the global
response to non-communicable diseases. Glob Health. 2014 Jun 5;10(1):44.
64. Azam M, Khan AQ, Bin Abdullah H, Qureshi ME. The impact of CO2
emissions on economic growth: evidence from selected higher CO2
emissions economies. Environ Sci Pollut Res Int. 2016 Apr 1;23(7):6376–89.
65. International Narcotics Control Board. Report of the international narcotics control
board 2013 - chapter I. In: Economic consequences of drug abuse [internet]; 2013.
66. Singer M. Drugs and development: the global impact of drug use and trafficking on
social and economic development. Int J Drug Policy. 2008;19(6):467–78.
67. Toroyan T. Global status report on road safety [internet]. Geneva: World
Health Orgainisation; 2015.
68. World Health Organization. From Burden to “Best Buys”: Reducing the
Economic Impact of Non-Communicable Diseases in Low-and Middle-
Income Countries [Internet]. 2011.
69. NCD Alliance. NCDs [Internet]. 2018.
70. Group of 8. 2010 Muskoka declaration [internet]. Muskoka: Group of 8. p. 2010.
71. Buse K, Hawkes S. Health in the sustainable development goals: ready for a
paradigm shift? Glob Health. 2015;11(1):13.
McBride et al. BMC Public Health          (2019) 19:815 Page 13 of 14
72. Naim M. Minilateralism - the magic number to get real international action.
Foreign Policy. 2009. https://foreignpolicy.com/2009/06/21/minilateralism/.
73. Marten R. How states exerted power to create the millennium development
goals and how this shaped the global health agenda : lessons for the
sustainable development goals and the future of global health. Glob Public
Health. 2018;0(0):1–16.
74. Eurostat. Healthcare expenditure statistics [internet]. 2017.
75. OECD. Development aid rises again in 2016 [Internet]. 2017.
76. OECD. Distribution of net ODA (indicator): OECD Publishing; 2018. Geneva:
(Geographical Distribution of Financial Flows to Developing Countries)
77. OECD. Health expenditure and financing [internet]. Geneva: OECD; 2017.
78. Axel D, Fuchs A, Parks B, Strange AM, Tierney MJ. Aid, China, and Growth:
Evidence from a New Global Development Finance Dataset. Williamsburg:
Social Science Research Network; 2017.
79. Piccio L. In latest Indian budget, aid spending dwarfs aid receipts. Devex.
2014. https://www.devex.com/news/in-latest-indian-budget-aid-spending-
dwarfs-aid-receipts-82915.
80. Di Ciommo M. South Africa: a recipient and a provider of development
cooperation [internet]; 2014.
81. BRICS. BRICS joint statistical publication 2017 [internet]. Beijing: BRICS; 2017.
82. International Monetary Fund. World economic outlook (October 2017) -
GDP based on PPP, share of world [internet]. Geneva: IMF DataMapper;
2017.
83. Bhushan A, Calleja R, Awadallah N. G7 and development [internet]. Ottawa:
Canadian International Development Platform; 2017.
84. World Health Organization. WHO | SDG 3: ensure healthy lives and promote
wellbeing for all at all ages. WHO [internet]. 2017;
85. Transforming our world: the 2030 Agenda for Sustainable Development .:.
Sustainable Development Knowledge Platform [Internet].
McBride et al. BMC Public Health          (2019) 19:815 Page 14 of 14
